Salmonella infections of liver, spleen, peritoneum, and bone associated with enteric fever have been recorded but infection of an ovarian cyst, a case of which we report here, is rare.1-5
Case Report A 19-year-old girl was admitted with a 10-day history of fever, vomiting and abdominal pain together with swelling of the lower abdomen for the past 24 hours. On admission she was toxic, -with fever of 39 4°C. Her haemoglobin was g/dl and the W.B.C. 42X 109/1. A large, rounded, smooth pelvic mass of cystic consistency and reaching almost to the umbilicus was felt on examination. On vaginal examination the mass filled the pouch of Douglas, and aspiration produced purulent fluid. A diagnosis of pelvic abscess was made and vaginal drainage was established. Salmonella paratyphi A were cultured from the discharge and from the blood. Stool and urine cultures were negative. The Widal reaction was positive to a titre of 1/320 for both 0 and H antigens of S. paratyphi A.
The response to chloramphenicol was good and the fever subsided, but after 10 days the temperature again rose and the patient complained of lower pelvic pain and swelling, despite the drainage. At laparotomy a left ovarian cyst was found and was removed. S. paratyphi A was cultured from the contents, and the histopathology of the tumour was that of a dermoid cyst containing a mass of hair. The patient was discharged in good condition 15 days after operation. Six weeks later she was readmitted in coma and severely jaundiced. A diagnosis of homologous serum jaundice was made. After three days she regained consciousness and was discharged in good health a month later. The removal of a renal homograft once it has ceased to function is widely practised; however, this may not always be judicious. One theoretical disadvantage is that renal tissue is removed which may be capable of producing erythropoietin. Thus patients undergoing haemodialysis who retain their own kidneys need fewer blood transfusions and may even have a lower morbidity than patients who have undergone bilateral nephrectomy. ' In the following case erythropoiesis was clearly more effective with the failed renal graft in situ than in the previous period, when the patient was anephric.
Case History
A 31-year-old man began regular haemodialysis in October 1968 because of rapidly progressive crescentic glomerulonephritis associated with circulating antiglomerular basement membrane (anti-G.B.M.) antibodies. There was no pulmonary haemorrhage at any time. Six months later he received a cadaveric renal homograft which was affected by recurrent glomerulonephritis causing graft failure. Haemodialysis was reinstituted after removal of the transplanted kidney.
In February 1970 he was given azathioprine 100 mg/day for three months in an attempt to suppress production of anti-G.B.M. antibody. H is own kidneys were removed in January 1971. Over the next year, while undergoing haemodialyss five times every two weeks, he needed an average of four blood transfusions a month to maintain his mean packed cell volume (P.C.V.) 
Comment
In this case the presence of "non-functioning" renal tissue provided useful haemopoietic function, in that a higher P.C.V. was maintained without blood transfusions than when the patient was anephric. This probably resulted from erythropoietin production by the graft. Erythropoietic activity increases after renal transplantation2 and may remain raised despite the loss of renal function. 
